After the announcement of the World Health Organization, where COVID-19 was declared a pandemic, healthcare systems in Europe and North America collapsed due to an overwhelming number of critical cases requiring management. Some countries in the western hemisphere that had not been hit so severely were able to prepare and allocate resources in order to avoid a saturation of their systems. The American College of Surgeons published their guidelines about how to prioritize and triage surgical management including cessation of elective surgery \[[@bib1]\].

In the pre-COVID-19 era, congenital urological anomalies have been considered a significant burden of disease for health care systems in middle- and low-income countries \[[@bib2]\]. In these countries, surgery for congenital anomalies has been considered an essential measure of public health \[[@bib3]\]. Nonetheless, in normal conditions, allocation of resources and access to surgical care are limited. In Colombia, pediatric urology patients have an average waiting time of about 4--6 months. At the capital city there are 11 pediatric urologists (not all with a full-time pediatric practice and not all affiliated to pediatric hospitals and three of them close to retirement) serving a population of 9 million people. One of the busiest hospitals performs an average of 60 surgical procedures per month. Pediatric Urology practice in more remote areas or small cities is limited. Most patients and families need to travel long distances to get their treatments \[[@bib4]\]. This makes very difficult to perform outpatient procedures.

As part of COVID-19 contingency plans, elective surgical procedures have been postponed due to the evidence of higher complication rates associated with the pandemic, mostly on the adult population, but also in preparation for the potential high demand for ventilators \[[@bib5],[@bib6]\]. It is our fear, that by implementing these measures, that are necessary to mitigate the impact of the pandemic, we will be creating significant collateral damage. Specifically, in pediatric urology practice, as mentioned above, the thin balance between availability of medical resources, lack of national experienced manpower in this field and unmet medical treatments with complications due to delayed managements will worsen after COVID-19 pandemic. Once restrictive measures start to loosen, and ORs reactive, we will have to compete against our own colleagues for OR time. How are we going to triage a pediatric patient over an adult with an oncological diagnosis? How are we going to balance new patients entering waiting lists and the ones that have been waiting already?

Since mid-March, a mandatory national lockdown was declared and since then we continued on this restrictive measure to date. Given this, COVID-19 outbreak has not saturated our intensive care units and the curve is starting to plateau with only 10% of UCI bed occupation overall. For this reason, we have been monitoring very closely the trends and have decided to adhere to published guidelines to triage surgical procedures, making adjustments to our current needs. When doing the triage, we have found very difficult to adhere to the guidelines, mostly due to waiting times, available resources, specific demographics of our population amongst other social variables. Development of clinical guidelines for developing countries need to take into account local information instead of adopting guidelines written for developed countries. For the latter reason we have included waiting time, limitations to health care access and the potential OR time available once quarantine ends to triage our patients. This has led us to implement changes like performing pyeloplasties, ureteral reimplants, and flexible nephro-ureteroscopies as outpatient procedures starting as the first case of the day. So far, we have performed 21 of these cases, all of them have been followed by phone with an average postoperative hospital stay of 6 h. No complications have been reported. For those stone cases that have required double J stents, we have started to leave the strings to remove them postoperatively.

For the upcoming future, we will be looking forward to an increase in the need to evacuate an overwhelming load cases. Will global health collaborations and medical missions be the key to solve this issue in mid- and low-income countries? Probably not, as all countries will have to deal with their own cases. Maybe changing the paradigms and guidelines by establishing new ways to perform procedures with shorter hospital stays. Increasing OR times by performing surgeries even during weekends may be a solution. But a very difficult limitation to overcome will be the scarce presence of trained pediatric urologists in these countries. Delayed surgeries will have long-term implications to our society that are difficult to calculate now. All efforts now have to focus on containing COVID-19 but also need to reduce the burden of not treating congenital anomalies.
